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Secondhand Smoke Policies and Mothers 

otential Unintended Consequences of 
obacco-Control Policies on Mothers Who Smoke 
 Review of the Literature 

iana J. Burgess, PhD, Steven S. Fu, MD, MSCE, Michelle van Ryn, PhD, MPH 

ackground:	 Secondhand smoke poses risks to children, particularly those from low socioeconomic 
backgrounds. Recently, there has been an increase in tobacco-control policies designed to 
reduce children’s exposure to secondhand smoke, including interventions to change 
parental smoking behaviors. However, little attention has been paid to understanding 
potential unintended consequences of such initiatives on mothers who smoke. As such, the 
objectives of this paper are to explore the potential consequences of tobacco-control policies 
designed to reduce children’s exposure to secondhand smoke on socially disadvantaged 
mothers who smoke and to provide recommendations for research, policy, and practice. 

vidence	 
cquisition:	 

A theory-guided, qualitative narrative review of the perceived discrimination, stigma, and 
stress and coping literature was conducted. MEDLINE and PsycINFO were searched to 
identify relevant articles from 1980 to October 2008 for review. 

vidence	 
ynthesis:	 

There is evidence that strategies designed to reduce secondhand smoke have contributed to 
smoking stigmatization. However, there is little research on the consequences of these 
initiatives or how they affect low-income mothers who smoke. Stigmatization research suggests 
that such policies may have unanticipated outcomes for socially disadvantaged mothers who 
smoke, such as decreased mental health; increased use of cigarettes or alcohol; avoidance or 
delay in seeking medical care; and poorer treatment by healthcare professionals. Recommen­
dations for researchers, practitioners, and policymakers are presented. 

onclusions:	 Further research is needed to understand how initiatives to reduce children’s exposure to 
secondhand smoke, as well as broader tobacco-control initiatives, can be designed to 
minimize potential harm to mothers who smoke. 
(Am J Prev Med 2009;37(2S):S151–S158) Published by Elsevier Inc. on behalf of American Journal 
of Preventive Medicine 
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ackground 

n the face of mounting evidence of the numerous 
risks posed by secondhand smoke (SHS),1–6 there 
has been an increase in efforts designed to reduce 

his exposure, including the promotion of smoke-free 
egislation and media campaigns focusing on the harms 
hat smokers cause others. Specific messages and initia­
ives have focused explicitly on reducing the effects of 
HS on children. These include recommendations that 
ealthcare providers assess parental smoking behavior 
nd provide counseling during pediatric visits,2,7,8 as well 
s interventions aimed at changing parental smoking 
ehavior (including the measurement of biomarkers of 
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icotine exposure in children’s saliva, urine, or hair).9–14 

he reduction of SHS exposure been aided by the larger 
trategy of “denormalization” of tobacco use—moving 
obacco use from an acceptable practice to an abnormal 
ractice, which is an explicit strategy of several North 
merican tobacco-control organizations.6,15–19 

Taken together, these types of tobacco-control efforts 
ave been enormously successful in reducing chil­
ren’s exposure to SHS as well as reducing smoking 
mong their parents. SHS exposure in homes with 
hildren has declined markedly since the early 1990s 
nd a growing percentage of individuals now believe 
hat children should not be exposed to cigarette smoke 
n the home.20–22 Policies for smoke-free public places 
nd home smoking restrictions also have contributed to 
eclines in smoking. Nevertheless, there is an emerging 
oncern that these types of tobacco-control policies have 
ontributed to the stigmatization of smokers,17,18,23,24 

hich may have detrimental consequences, particularly 
mong socially disadvantaged populations who are dispro­

ortionately likely to be smokers and to lack home 
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moking restrictions21,24–31 and who are at elevated risk of 
tigmatization due to poverty and other “marks of stigma” 
ssociated with poverty (e.g., mental illness, minority race 
r ethnicity).18 

From a social–psychological perspective, stigmatiza­
ion occurs when a person has an attribute that conveys 
 devalued social identity within a particular context.32 

ecause smoking is strongly associated with socioeco­
omic status (SES), the social context of smoking is 

ikely to be critical.31 Smoking behavior may be unre­
arkable and common within a socially disadvantaged 

ommunity where there is a high prevalence of smok­
rs, but may be stigmatizing in other contexts (e.g., 
ealth care) where smoking is non-normative and 
erceived negatively.33 It should be noted that the 
tigmatization of smoking is a relatively recent occur­
ence that contrasts with earlier periods in which 
moking was socially acceptable.34 

It is important to point out that the goal of denor­
alization is not stigmatization. Denormalization aims 

o make smoking behavior, rather than smokers, unac­
eptable.16 Denormalization is also important as a 
eans of countering the massive spending by tobacco 

ompanies to normalize and promote smoking. In 
ddition, it is likely that factors other than tobacco-
ontrol policies contribute to the stigmatization of 
mokers, including the fact that smokers are now 
isproportionately likely to be members of other stig­
atized categories. However, there is reason to believe 

hat denormalization and tobacco-control strategies 
esigned to reduce SHS exposure may unintentionally 
ontribute to the stigmatization of smokers, resulting in 
otential negative consequences. For example, individ­
als perceived as posing peril to others are particularly 
ulnerable to stigmatization, and the idea of smokers 
osing danger to nonsmokers has been a central theme 

n discourses about SHS.26 This paper explores these 
ossibilities, examining the effects of two types of 
ctivities—(1) those designed to change parental smok­
ng behavior, and (2) broader tobacco-control strate­
ies aimed at reducing SHS exposure and denormaliz­
ng smoking—focusing on socially disadvantaged 

others who smoke, a group that is particularly vulner­
ble to adverse consequences. A literature review was 
onducted to address the following research questions: 

1. Are smokers stigmatized?
 
2. Is stigmatization greater among mothers who are


socially disadvantaged? 
3. Do certain types of tobacco-control strategies con­

tribute to the stigmatization of smokers? 
4. Is stigmatization effective at reducing children’s 

exposure to SHS (i.e., lead to quitting or home 
smoking bans)? 

5. Are there potential unintended negative conse­
quences of stigmatization on socially disadvan­

taged mothers who smoke? s

152 American Journal of Preventive Medicine, Volume 37, Num
vidence Acquisition 

 theory-guided search was conducted for relevant 
rticles that directly or indirectly addressed the ques­
ions above. This was a qualitative narrative review. 

EDLINE and PsycINFO were used to identify relevant 
rticles from 1980 through October 2008. Additional 
rticles were located through the bibliographies of the 
elected articles and from reviews on the topics of 
tigmatization and perceived discrimination. 

vidence Synthesis 
1. Are Smokers Stigmatized? 

vidence of stigmatization comes from qualitative and 
uantitative studies examining: (1) smokers’ percep­
ions of prejudice and bias by others (perceived stigma­
ization),26,35–38 (2) observed stigmatization of smokers 
n employment, health care, personal relationships, 
nd the media,39–44  (3) negative attitudes about smok­
rs held by nonsmokers,26,34,38,45,46 and (4) negative 
ttitudes about smokers held by smokers (internalized 
tigma).26,36 –38,45,47–51 

2. Are Socially Disadvantaged Mothers Who 
moke Particularly Vulnerable to Stigmatization? 

tigmatization and motherhood. No studies located 
irectly compared stigma experienced by smoking 
others to smoking fathers. However, there is indirect 

vidence that stigmatization will be more likely for 
others who smoke, as compared to fathers. Mothers 

ave been traditionally viewed as the “guardians of 
amily health,”48 are expected to place their children’s 
oncerns first,52 and experience “mother blaming” by 
ealth professionals when they are seen as failing those 
uties.52–55 Those beliefs are reflected in messages, 
uch as the American Lung Association’s tagline: “I 
uit Smoking . . . because I Love My Baby.”56 Indeed, 

everal qualitative studies suggest that mothers who 
moke are likely to be seen as harming their chil­
ren51,52,57,58 and are also likely to internalize the 
moking stigma.36,47,48 Mothers are also more likely 
han fathers to take their children to pediatricians and 
ealthcare providers, exposing the mothers to more 
pportunities for potential stigmatization. 

tigmatization and social class. Few studies examined 
he relationship between social class and stigmatization, 
nd the results of these studies are mixed. A qualitative 
tudy of British smokers found greater perceived stig­
atization and internalization of the smoking stigma 

mong lower-SES smokers.51 This is consistent with 
esearch showing that lower social classes are particu­
arly vulnerable to stigmatization when they do not 

aintain “middle class” standards of health, and that 
roups already stigmatized are likely to be viewed as 

ources of harm.59 However, one recent survey found 

ber 2S www.ajpm-online.net 
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ower levels of stigmatization (internalization) among 
ower-SES smokers compared with high-SES smokers 
nd among black and Latino smokers compared with 
hites,26 and another found greater social denormal­

zation of smoking among high-SES compared with 
ow-SES smokers.16 

A consideration of context may help to reconcile 
hese disparate findings about the relationship between 
moking stigmatization and social class. Specifically, 
ocially disadvantaged mothers are likely to be aware of 
he stereotypes of smokers held by the professional 
lasses and hence might feel stigmatized in those 
ituations (e.g., at the doctor’s office), but not perceive 
tigmatization in their own communities, where smok­
ng is prevalent. This phenomenon of “stereotype 
hreat,” in which stereotypes are activated in particular 
ontexts, has been widely documented in educational 
ettings60,61 although it has not been examined in 
ealth care. Evidence showing that healthcare provid­
rs hold negative stereotypes of lower-SES patients62 

lso suggests the possibility, which remains unexam­
ned, that providers may react more negatively and have 
ower expectations of socially disadvantaged mothers 
ho smoke. 

3. Do Certain Types of Tobacco-Control 
trategies Contribute to the Stigmatization 
f Smokers? 

o located studies examined the effects of parental 
nterventions on stigmatization, and only one study 
ooked specifically at the association between tobacco-
ontrol strategies and perceived stigma. In one study26 

a survey of current and former smokers), stigmatiza­
ion was positively associated with (1) fear that SHS 
arms children (a common message in tobacco-control 
ommunication) and (2) perceived anti-smoking norms. 
n a related vein, a survey of smokers found associations 
etween social denormalization and noticing anti­
moking information, noticing warning labels, and 
iving in areas with greater SHS restrictions.16 

4. Is Stigmatization Effective at Changing 
ehaviors of Smokers, in Ways That Reduce 
heir Children’s Exposure to SHS? 

nitiatives to change maternal smoking behavior to 
educe children’s exposure to SHS have focused on 
1) promoting quitting and (2) changing behaviors 
elated to smoking around children (in the house, the 
ar, and other enclosed spaces). Although research in 
his area is scant, there is emerging evidence that 
mokers who feel stigmatized may be more likely to 
uit. Analyses of several secondary datasets found lower 
moking rates in states that had higher levels of nega­
ive attitudes toward smokers, even after controlling for 

he effects of state-level tobacco-control initiatives, and v

ugust 2009 
 greater willingness to quit smoking among smokers 
ho perceived that they had been discriminated against 
ased on their smoking status.38 A longitudinal survey 
f smokers from Canada, the U.S., the United King­
om, and Australia found that smokers who reported 
erceived disapproval of smoking were more motivated 
o quit, and that these baseline attitudes were associ­
ted with abstinence at follow-up,16 and an unpub­
ished study found an association between experiences 
f smoking stigmatization and willingness to quit smok­

ng.26 Likewise, an analysis of the Tobacco Use Supple­
ent (TUS) administered from 1995 to 1999 found a 

egative association, at the state level, between social 
nacceptability of smoking and consumption of ciga­
ettes.63 These studies did not investigate whether the 
ssociation between stigmatization/denormalization 
nd smoking differed among low- and high-SES groups. 
o research examining the effect of stigmatization on 

mplementing home smoking restrictions was located. 
There is mixed evidence for the effectiveness of 

nterventions directed at parents to reduce children’s 
xposure to SHS; these interventions include a variety 
f behavioral counseling approaches, education, and 
eedback using urine or saliva cotinine biomarkers.9 –12 

owever, because intervention studies designed to de­
rease children’s SHS exposure did not assess stigmati­
ation, it is not possible to determine the relationship 
etween stigmatization and effective behavior change. 
oreover, these studies are more likely to show signif­

cant results when self-report rather than biochemical 
arkers are used as outcome measures.20 This suggests 

hat some smokers may be providing socially desirable 
esponses rather than truly changing their behavior, 
ossibly as a strategy to avoid stigmatization. 
Little is known about whether stigmatization is effec­

ive at changing smoking behavior for socially disadvan­
aged women, a group that has experienced less of a 
ecline in rates of smoking and attitudes toward the 
cceptability of smoking at home.30,31 One possibility is 
hat socially disadvantaged women experience lower 
evels of stigma and social disapproval,16 particularly in 
heir daily lives, and hence are less motivated to quit. 
nother possibility is that stigmatization is less effective 
t changing smoking behaviors among socially disad­
antaged mothers. It is possible that frequent exposure 
o discrimination may have built up defenses that 
ender this group less responsive to stigmatization and 
hat they have distanced themselves from the values of 
he settings within which they are stigmatized (e.g., 
ealth care).61 Additionally, socially disadvantaged 
mokers are less likely than more advantaged smokers 
o possess the resources that will allow them to quit 
moking or to enact home smoking restrictions in 
esponse to stigmatizations,64 because of a lack (or 
erceived lack) of health insurance or inadequate 
overage for smoking cessation services. Socially disad­

antaged mothers (particularly those who are single 

Am J Prev Med 2009;37(2S) S153 
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others) may have less leisure time, social support, and 
ccess to smoke-free environments in the home and 
orkplace, as well as greater constraints endemic to 

ow-paid jobs (e.g., where smoking breaks may be a 
anctioned form of respite) and greater household 
esponsibilities.65 Because low-income women have 
igher levels of chronic stressors than their more 
dvantaged counterparts, the additional stress associ­
ted with quit attempts may be more difficult to man­
ge. This lack of resources is likely to increase the 
ifficulty of quitting and maintaining a smoke-free 
ome and may also contribute to feelings of low 
elf-efficacy and control.36,47,48,66 This group also may 
ave fewer alternative means of pleasure and stress 
eduction with which to replace smoking.67 

5. Are There Potential Unintended, Adverse 
onsequences of Stigmatization for Socially 
isadvantaged Mothers Who Smoke? 

everal qualitative studies have documented self-
eported feelings of low self-worth and negative emo­
ions (e.g., guilt, sadness) among mothers who are not 
ble to successfully quit or protect their children from 
HS, particularly in the face of messages from their 
ealth professionals about its harms.36,47,48,66 No other 
tudies directly examined potential negative conse­
uences of smoking stigmatization in this group. The 
roader literature on perceived discrimination and 
tigmatization (reviewed below) suggests a number of 
ossibilities that future studies could explore. 

oorer emotional and physical health. Research on a 
ariety of social stigma (e.g., race/ethnicity, obesity, 
inority sexual orientation, AIDS, mental illness, 

hronic bowel disease) has shown that stigmatization 
nd experiences of discrimination are sources of 
hronic stress, resulting in damage to the immune 
ystem, inflammatory disorders, cardiovascular disease, 
ental health disorders (e.g., depression, anxiety, psy­

hological distress), cognitive impairment, and nega­
ive impact on health-related quality of life.68–72 Future 
tudies should assess the extent to which perceived 
tigmatization related to one’s smoking status results in 
imilar outcomes. 

mpression management. Impression management is 
n important way in which stigmatized individuals 
rotect or salvage a “spoiled” identity.73 Hence, moth­
rs may lie to health professionals about their own 
moking and the extent to which their children are 
xposed to tobacco smoke. Mothers also may engage in 
accounting,” in which they provide a rationale or 
account” of their behavior.36,47,48 One accounting 
tyle involves “stories of acceptability” in which individ­
als accept responsibility for their behavior but deny 
hat it is wrong or minimize its harm. For instance, 
others may explain how the benefits of smoking s

154 American Journal of Preventive Medicine, Volume 37, Num
being calm and relaxed) outweigh the risks of SHS 
xposure for their children. Another accounting style 
nvolves “denial of agency,” in which the act is acknowl­
dged as wrong but full responsibility is denied. Moth­
rs may discuss how their addiction prevents them from 
eing able to quit or may shift responsibility to others, 
uch as health professionals, who failed to offer ade­
uate quitting assistance. Currently, there is no re­
earch on how these accounting styles affect smoking-
elated behavior. However, it may be the case that 
ertain strategies, such as those involving “denial of 
gency,” may undermine feelings of self-efficacy—a 
obust predictor of successful behavior change.74,75 

voidance of stigmatizing situations. One way of cop­
ng with stigma is to avoid stigmatizing situations.61 

xpectations and experiences of social stigma have 
een associated with delaying or failing to obtain 
eeded mental and physical health care, among indi­
iduals from a variety of groups, including people with 
IV/AIDS, the overweight, racial/ethnic minorities, 

nd smokers,35,76 – 80 suggesting that mothers who 
moke may avoid contact with their healthcare provid­
rs. Findings from one qualitative study also suggest 
hat smokers may lie to their providers about their 
moking, to avoid being judged negatively.81 

ood and substance use. Individuals may use food, 
lcohol, and cigarettes to cope with stigmatization. 
everal studies have found a relationship between 
acial/ethnic prejudice and use of cigarettes82–86 and 
lcohol.87,88 Among the overweight, stigmatization is 
ssociated with higher BMI and has been shown to 
esult in overeating as a coping response.89,90 Over­
eight women who endorsed negative weight-based ste­
eotypes were also more likely to engage in binge eating 
nd to be less successful at weight loss.90 Taken together, 
hese studies suggest that unhealthy behaviors—including 
moking—may be a consequence of stigmatization. 

trengthening of identification as smokers. Another 
nder-explored issue is whether stigmatization may 

ncrease individuals’ identification as smokers. Re­
earch has shown how members of groups devalued in 
he larger society may maintain their group self-esteem 
y strengthening the identity with their own group.91 

he confluence of several factors—the association be­
ween smoking and social class, the relegation of smok­
rs to separate spaces, feelings of stigmatization, and 
eliberate attempts by the tobacco industry to reinforce 
n “us versus them” distinction between smokers and 
onsmokers—may have the unfortunate result of 
trengthening members’ identification as smokers. 

mpaired self-regulation. Numerous studies have 
hown that, for members of stigmatized groups, situa­
ions that trigger expectations or concerns that one will 
e stigmatized impair performance92 and diminish 

elf-regulatory processes.93 This suggests that stigmati­

ber 2S www.ajpm-online.net 
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ation may lower regulation processes needed to make 
hanges in one’s health behavior, including, but not 
imited to, smoking. 

on-adherence. Stigmatization has been associated 
ith non-adherence to treatment,72,94 –97 which may be 
 function of impaired regulation skills or may be due 
o lower levels of trust in the patient–provider 
elationship. 

ias by healthcare professionals. A great deal of re­
earch has shown that bias by healthcare providers 
based on race/ethnicity, gender, age, and other pa­
ient characteristics) can negatively affect quality and 
rocesses of care, including interpersonal communica­
ion, clinical judgments and decisions, and patient 
tilization of and adherence to treatment.98,99 Al­
hough very few of these studies have examined bias 
gainst smokers,35,42,43,76 the same psychological pro­
esses are likely to apply, putting smokers at risk for 
ower quality care. 

ecommendations for Research, Policy, and Practice 
urther Research and Discussion on Smoking 
tigmatization and Its Consequences 

here were numerous gaps in the literature related to 
our of the five research questions. Although a great 
eal of research documents stigmatization of smokers 
Q1), little research addressed: whether socially disad­
antaged mothers who smoke are particularly vulnera­
le to stigmatization (Q2); whether certain types of 
obacco-control strategies (i.e., interventions to reduce 
arental smoking behavior, denormalization, policies 
elated to SHS) contribute to the stigmatization of 
mokers (Q3); whether stigmatization is effective at 
hanging parental smoking behaviors (Q4); and the po­
ential unintended, adverse consequences of stigmatiza­
ion on socially disadvantaged mothers who smoke (Q5). 

Research in this area would also benefit from clarifi­
ation and measurement of stigma. Stigmatization can 
e construed in terms of perceived experiences of 
tigma, which may involve everyday encounters in 
hich smokers feel as if they are treated disrespectfully; 
ajor incidents involving discrimination (e.g., in hous­

ng or the workplace)86; objective measures of stigma­
ization; negative attitudes and stereotypes held by 
onsmokers; and the internalization of those negative 
ttitudes by smokers. To this end, researchers might 
urn to standard inventories developed to study stigma­
ization among other populations.86,100 The use of stan­
ard inventories that have assessed other forms of stigma­
ization would also allow for the comparison of the 

agnitude and consequences of stigmatization of 
mokers with other, more widely studied forms of 
tigmatization (e.g., AIDS, race/ethnicity, mental ill­

ess). This type of comparison is critical to understand­ S

ugust 2009 
ng the extent to which smokers are, in fact, stigma­
ized; how this stigmatization may vary across 
ubgroups; and whether the prevalence and conse­
uences of such stigmatization constitutes a public 
ealth problem on a par with discrimination based on 
ace or mental illness. 

It is also important to distinguish stigmatization from 
enormalization. Whereas the goal of denormalization is 

o depict smoking as a negative behavior, stigmatization 
nvolves a highly visceral form of social control, in which 
he stigmatized are devalued, discriminated against, and 
iewed as “blemished” and different than “normals.”101 

lthough few would argue with the goals of denormaliza­
ion, it is less clear whether tobacco-control initiatives can 
e justified, based on a benefits–harm analysis, if they are 
hown to contribute to stigmatization of smokers (how­
ver unintentional). This debate is not merely theoretic, 
ecause there is evidence that anti-smoking messages may 
e more effective when they elicit negative emotions and 
hen they depict the danger of SHS—qualities likely to 
e associated with stigmatization.102 Nonetheless, from an 
thical perspective, it is suggested that efforts be made to 
evelop nonstigmatizing tobacco-control interventions. 

evelop and Identify Tobacco-Control Initiatives 
hat Avoid Stigmatizing Mothers Who Smoke 

irst, it is important that tobacco-control initiatives do 
ot single out mothers, but instead focus on “parents” 
ho smoke. It is also critical that tobacco-control initi­
tives avoid depicting socially disadvantaged mothers 
ho smoke as a source of harm to their children (a 
essage frame that has been used to stigmatize moth­

rs who engage in a variety of behaviors deemed 
nhealthy for children),103,104 but instead depict them 
s individuals who are important in their own right and 
orthy of the health benefits that quitting smoking 
ould bring. 
One strategy for developing nonstigmatizing mes­

ages is to utilize “challenge” versus “stigma” formats.44 

n the case of SHS, a stigma format contains messages 
hat depict the person (i.e., the smoking mother) 
ather than the health condition (smoking status) as 
he problem; activates feelings of threat, shame, disgust, 
nd blame toward the smoker; and promotes social exclu­
ion and avoidance of the person with the health condi­
ion. In contrast, a challenge format would: focus on 
he health concerns of SHS; promote social inclusion, 
ptimism, and hope; and rally the community to sup­
ort one another to find solutions. For example, a 
essage utilizing a challenge format might depict a 

ommunity event honoring parents who have success­
ully quit smoking, or feature children talking about 
ow proud they are that their parents have quit. 
ndeed, qualitative studies of poor mothers and preg­
ant women have found that they are concerned about 

HS and are motivated to quit by their “moral identity” 

Am J Prev Med 2009;37(2S) S155 
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s mothers and the welfare of their children.105,106 

ommunication initiatives might build on theses posi­
ive aspirations, rather than reinforcing the negative 
spects of the mothers’ present smoking behaviors. 

rovide Better Support to Help Socially 
isadvantaged Smokers Quit 

he literature suggests that denormalization and stig­
atization are, in fact, associated with quitting-related 

ehaviors, although it is unclear whether this associa­
ion varies by social class and race. For socially disad­
antaged mothers who smoke to translate feelings of 
tigma into productive rather than deleterious re­
ponses, it is critical to provide the type of support that 
mproves the likelihood of successful cessation, such as 
uit aids and accessible counseling, with special atten­
ion to the barriers low-income individuals face in 
ccessing care (time, transportation, child care).8 It is 
lso important that programs help address the “bind” 
oiced by poor mothers, who feel guilt over their 
hildren’s exposure to SHS but who view smoking as an 
mportant tool for coping with difficult circumstances 
including the stresses of parenting).36,47,48,107 This 
ight include helping mothers find alternative coping 

trategies. Additionally, interventions conducted at the 
olicy, community, and individual level could also help 
arents reduce a broad range of environmental toxins 
nd irritants in the home.108,109 

elp Healthcare Providers Become Aware of 
nd Overcome Their Own Biases Against 
others Who Smoke 

 key piece of helping mothers quit is improving their 
ncounters with healthcare providers. To this end, it is 
mportant to help providers become aware of and 
vercome their own biases.98,110 

Bias against mothers who smoke may be particularly 
ifficult to overcome because it may be perceived as 

egitimate and deserved, given the very real risks that 
HS poses to children. Moreover, a preventive orienta­
ion in healthcare practice and policy that emphasizes 
ndividual lifestyle changes may also increase the like­
ihood that smokers who cannot successfully modify 
heir behavior will be stigmatized.111–114 For these 
easons, it is particularly important that guidelines and 
nitiatives aimed at providers include the aims of: 
1) sensitizing providers to the stigma of tobacco use, 
nd (2) mitigating tendencies to “blame” smokers by 
ncreasing awareness of the factors that promote smok­
ng and make quitting difficult (e.g., environmental 
actors, addiction). 

There is growing evidence that specific alterable 
actors can reduce the likelihood of conscious and 
nconscious biases influencing healthcare providers’ 
udgments, decision making, and the way in which they 
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ommunicate with patients.110 A key step is to make 
roviders aware of their biases and to enhance internal 
otivation to reduce this bias. To accomplish this, it 
ill be necessary to raise awareness about the potential 

tigmatization that mothers who smoke may feel when 
eminded of the harm they are doing to their children, 
nd to educate providers about the deleterious conse­
uences of stigmatization, including how stigmatization 
ay be counterproductive to building an effective 

atient–provider relationship and potentially inhibit 
he goal of reducing SHS exposure. Another compo­
ent involves building empathy: helping providers “put 

hemselves in the shoes” of the mother who smokes and 
o understand, from her perspective, the particular 
arriers she faces in her struggle to protect her child 
rom SHS. It is also important to help providers im­
rove their partnership-building skills, particularly with 
atients who might evoke strong negative emotional 
eactions in them. These strategies are likely to be 
elcomed by pediatricians and other healthcare pro­
iders who report low levels of effectiveness and train­
ng in smoking cessation counseling.115 
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